Background: The current project undertook a province-wide survey and environmental scan of educational opportunities available to future health care providers on the topic of intimate partner violence (IPV) against women.
Background
Almost one in ten women in North America are physically abused by an intimate partner in any given year, and up to a third of women in population-based surveys report some form of physical or emotional abuse over the course of their lifetime [1] [2] [3] . Women exposed to intimate partner violence (IPV) suffer significant acute and chronic physical and mental health outcomes, including death, injury, chronic pain, poor gynaecologic and general health outcomes [4] [5] [6] , posttraumatic stress disorder, depression, anxiety and substance abuse [5, [7] [8] [9] . Women who experience violence use more health care services [10] [11] [12] yet are at risk for marginalization in the health care system due to the complexity of their physical and mental health needs [13] .
In the face of this often overwhelming problem, the health sector has been identified as having a key role in identifying and responding to abused women [14, 15] , and, despite ongoing debate regarding the evidence for effective clinical responses [16] [17] [18] , health care providers (HCPs) across the spectrum of disciplines are increasingly encouraged to ask about exposure to violence as part of their routine care of women, especially when clinical indicators of abuse are present [9, 19] .
The health sector, however, has been criticized for providing less than optimal care to women exposed to IPV. As Alpert [20] states " [t] he ability of most health professionals to effectively identify, assess, and respond to domestic violence has lagged far behind societal awareness and community responses" (p. 666). This is in part due to HCP perceptions that abuse is rare in their practice or that IPV identification and referral are not part of their role or responsibilities [21] , as well as specific barriers to addressing IPV, including: lack of time to deal with a complex social issue; a fear of offending patients or retribution from the abuser; personal experiences with family violence; feeling helpless when clients disclose/experience violence; and not knowing how to recognize, ask about and respond to IPV [20] [21] [22] [23] [24] [25] [26] [27] . These barriers, many of which can be attributed to lack of education and training, affect the HCP's confidence in her/his ability to provide appropriate responses to women experiencing violence [21] . Though the relative lack of well-conducted evaluative research assessing the impact of IPV education on clinical knowledge, skills and practices remains a pressing gap [27] , current research does suggest an association between IPV training and clinical behaviour [28] . A survey of over 900 nurses and physicians in Ontario, Canada found that formal training in IPV was significantly related to whether they routinely initiated discussions about IPV with patients, and yet almost 60% in both professions reported never having received such education [29] .
Trends in IPV education have been described based on surveys of U.S. and Canadian medical and nursing schools. In a 1989 survey of 116 US and Canadian medical schools regarding training about all types of adult domestic violence [27] , the Centers for Disease Control and Prevention (CDC) found that 53% of respondents did not offer any training while 42% offered training as part of at least one required course. Approximately ten years later, Alpert et al. [30] surveyed medical school deans and students from across the US and found that at that time, 60% of respondents reported course offerings on IPV. However, while increases in the number of schools providing some IPV education is a positive step, these surveys do not provide in-depth information on the type and extent of content provided to learners. In a survey of Canadian nursing schools (n = 155), the topic of IPV did not receive as many scheduled hours of instruction in the curriculum as child abuse and suicide [31] , which was consistent with findings in a US study [32] . While there are emerging trends in the use of more integrative alternatives to primarily lecture-based pedagogy [33] [34] [35] [36] , such as problem-based learning, the usual approach to IPV education, certainly in medical schools, has been stand-alone lectures not truly integrated into important clinical training experiences [30] . For example, in the Canadian survey by Ross et al. [31] there was little indication of planned clinical experiences related to IPV.
Evaluative data regarding IPV education in allied health professional programs is lacking, and a quasi-systematic review by the Institute of Medicine's Committee on Training Needs of Health Professionals to Respond to Family Violence [37] concludes that across health professions " [i]n formal curricula on family violence, content is incomplete, instruction time is generally minimal, content and teaching methods vary, and the issue is not well integrated throughout the educational experience" (p. 44).
The surveys described above demonstrate that while there is some increase in IPV education in undergraduate health care professional programs, barriers persist to the implementation and evaluation of such training. These barriers include lack of institutional endorsement, lack of funding to support new curriculum, and competition for curricular time between and within departments [38] .
Advocates of a more consistent and comprehensive response by the health sector to abused women have argued that all HCPs interacting with women should be prepared to recognize, inquire about and respond to cases of abuse [37] . To better understand whether and how HCPs are prepared in this area, the current project surveyed HCP undergraduate and post-graduate educational programs in Ontario, Canada.
Methods

Setting and Definitions
Ontario is a Canadian province of over 12.5 million people with a publicly funded health care system that allocates about CDN$35 billion per year for health services, including over 150 hospitals, 22,000 practicing physicians, 140,000 nurses, and over 40,000 practitioners registered in the allied health professions we surveyed. It has 18 publicly funded universities, 6 with medical schools (5 at the time of this study) and 24 colleges of applied arts and technology. i For clarity, and consistent with the way these programs are generally considered in Canadian universities, primary degrees obtained in medicine (MD), nursing (BScN) and allied professions such as occupational and physical therapy (BSc(OT) and BSc(PT)) are considered as "undergraduate" while training beyond the primary professional designation (e.g., MScN, residency programs, etc.) are considered "post-graduate" education. College-level degrees and diplomas were also considered "undergraduate" education.
Sampling and Procedures
All potential university and college programs in relevant areas (Table 1) were identified and a database of potential respondents created. A number of programs within a university or college were often grouped under one of our "program types" (e.g., undergraduate allied health programs included midwifery, BScN and occupational therapy, undergraduate medical programs included the general MD program, including both pre-clerkship and clerkship curricula). Results are presented using the following groups: allied health, dentistry, medicine and nursing.
For each program, individuals with sufficient knowledge of the curriculum to complete the survey were identified as eligible respondents. In October 2005, all respondents were mailed a survey with an invitation to participate in a brief telephone interview. Trained interviewers then contacted respondents by telephone, inviting them to schedule an interview time. The telephone survey involved use of a standard, scripted version of the survey. If the participant did not respond to initial follow up, a multi-modal follow up method based on Dillman [39] was implemented using mail, email and telephone.
On occasion, multiple respondents were identified. For example, when considering a specific program, there may have been several individuals who could have been interviewed, including the Dean, the Assistant Dean, the Director and the Program Coordinator. All of these individuals were sent a survey and contacted for follow-up, but it was generally only the Program Coordinator, knowing enough detail regarding elements of the curriculum, who was designated by the program to complete the survey. The unit of analysis for response rate calculations and descriptive statistics, therefore, was the individual program, not the number of surveys sent.
When a respondent was not aware of IPV-related educational initiatives in their program, they were asked to recommend another individual who could answer on the program's behalf. On many occasions, respondents provided a number of contacts, all of whom were followed up by interview staff. In cases where more than one person contributed to completion of the survey for a specific program, this was still counted as one completed survey. When inconsistencies arose among respondents, the interviewer conducted further interviewing until consensus was achieved.
Interviews were conducted from October 2005 to March 2006. The majority were completed by telephone and 
Survey Instrument
The survey instrument [see Additional file 1] was developed by the research team, with input from IPV and methods experts, to assess whether and how IPV education was offered. More specifically, the survey first inquired whether IPV-related education was offered and if so, how this was done (e.g., as a required course, clinical practicum, etc.), by whom, and with what resources. Additional questions asked about: specific IPV content; acknowledgement for completing training; integrating IPV content into the overall curriculum; facilitators and barriers to IPV content delivery; and existing evaluation strategies to assess the quality of this education. The questions were generally closed-ended, with the list of answers read to the respondent; however most questions included an "other" category where respondents could provide answers outside the scope of those listed; the interviewer also asked an open-ended question soliciting additional comments on each question and noted responses in a space provided on the form. To ensure completeness and usability and determine approximate administration time, the survey was pilot-tested with a group of university/collegebased program administrators in local programs that did not meet inclusion criteria for the study (i.e., were not in the specified health and allied health education areas). Adjustments to the instrument and/or the telephone survey process were made accordingly.
Data Analysis
Survey responses were entered into a Microsoft Access database, which was then imported into SPSS Version 12.0 for generation of the descriptive statistics reported here. All data were entered by one research assistant and verified by two others prior to analysis. Any uncertainties in data entry were resolved through consensus after reviewing the initial data collection forms and, if necessary, discussing the data with the interviewer who conducted that interview. As the goal of this project was to describe the provision of IPV education to future HCPs in Ontario, the focus was on providing descriptive summaries of the data. Table 2 shows the response rates for each program type. Overall, 95% of eligible programs responded to the survey (range 88% to 100%). Table 2 also summarizes responses, by program type, to the primary question regarding provision of IPV education, with 57% (n = 120) of the responding sample indicating that at least some IPV education was being offered at the time of the survey. The findings described below relate to specific aspects of IPV education based on information from programs that responded "yes" to the IPV provision question, and included programs from all types except postgraduate dentistry.
Results
Provision of IPV Education
Across program types the following content areas were generally covered by over 85% of responding programs: overview of IPV, risks for IPV, characteristics of victims and perpetrators, methods for identification of IPV, interventions, and availability of and access to community resources. At the level of individual programs, these content types were generally provided by over 80% of programs, with the only outlier being the undergraduate dentistry programs. A third or fewer of responding programs indicated that they covered the topics related to risks, characteristics, identification or intervention; however all of these programs provided an overview and discussed community resources. Regarding time spent on IPV content, respondents indicated that an average of one to four hours was spent covering each of the content categories described above, as well as models, frameworks and theories that examine IPV, gender, multicultural and indigenous groups, and, to a lesser extent (i.e., averaging less than one hour), issues specific to violence by women against men, violence in same sex relationships, and common couple violence.
We also assessed how IPV content is provided, that is, whether it is included in required or elective courses (or other approaches) and what teaching techniques are used to deliver the content. Table 3 shows that IPV content is rarely delivered within required or elective courses or practica dedicated solely to IPV. Rather, it was often a component of a required or elective course, or delivered by other means, primarily through workshops, and, to a lesser extent, through distance education, online materials, or video-conferencing. In terms of credit for this content, 69% (81/117, 3 no response) of all program areas reported providing at least some form of credit or acknowledgement to learners upon completion of IPVrelated education, with the majority of programs offering partial credit (i.e., credit given for a course in which IPV content was a component). Postgraduate nursing (43%, or 3/7) and undergraduate allied health (36% or 18/51, 2 no response) programs were notable in that over a third of these types of programs offered a full course credit specific to IPV content. Over 30% (35/117, 3 no response) of respondents across all program areas reported that no course credit or acknowledgement was offered. Table 4 presents the teaching methods used by those who responded to this question (approximately one-third of programs did not respond to this item). In this case, standardized patients referred to actors paid to perform the role of a patient so that students may practice clinical skills. These are differentiated from simulated learning experiences, which included case study, role play and interviewing. IPV-related resources included audio visual (AV) materials, texts and/or learning kits.
Resources for Delivering IPV Content
We asked respondents to indicate what type of faculty (full-time, part-time, sessional or external experts) delivered IPV content to learners. Key findings include that most programs (84%), with the exception of postgraduate nursing (43%), have primarily full-time faculty teaching IPV content. Overall, 38% of programs used part-time faculty (range 32% to 56%). The greatest proportion of sessional or contract faculty utilized for this content was found in the allied health undergraduate (41%) and postgraduate (56%) programs. All programs reported some use of experts in the area to deliver content (range 17% to 57%, mean 49%). Table 5 summarizes some of the key resources we asked about regarding delivery of IPV content. In addition to these resources; 67.5% of respondents indicated that written policies, procedures, curricula or syllabi regarding IPVrelated education existed; 79% reported some form of extra-organizational collaboration (i.e., IPV or non-IPV related), and 62% reported collaboration regarding IPV education specifically.
Factors Influencing Delivery of IPV Education
We asked respondents about 'internal' influences within their faculty or department and 'external' influences outside their faculty or department that impacted the provision of IPV-related education. Results across program areas are presented in Table 6 . Of note, an issue across program types, both internally and externally, was availability of funding for IPV education. Also, time available within the curriculum was likely to be identified as an internal barrier to delivery of IPV education across programs and in particular across graduate-level programs.
Evaluation
Respondents were asked whether and how they evaluated learners' acquisition of the IPV content. Overall, 59% (71/ 120, 38 missing) reported that they assessed what students learned from the IPV curriculum. The most common approach (72% of programs) used a test or examination that including IPV-related questions. Other approaches included learner self-evaluation (28%), a gen- 
Summary of Collected Curricula
Curricula received from respondents were analyzed using a template designed for this purpose (available from the authors). Across all program areas, only 10 course curriculum descriptions (8 from college programs), one training manual and various PowerPoint presentations were available for review. Many programs at the university level stated that they did not posses formal, written curricula for the IPV content provided within a part of a course, therefore the curricula reviewed tended to outline separate courses that were specific to violence.
In general, review of this sample confirmed the survey results regarding the scope of IPV content and the methods for content delivery (lectures, simulated patients, guest experts, etc.). Some courses included all forms of family violence (i.e., child abuse, elder abuse and IPV), while others focused solely on IPV. Some courses included special topics (like violence among individuals with disabilities, violence within the workplace, the role of the media, women's health and social policy). A few courses included examination -from a number of theoretical perspectives -of broader socio-political structures that influence both the perpetration of violence and policy responses to it.
Courses varied in how they evaluated student learning; two included a general test or examination with the inclusion of IPV questions, three had an essay with IPV available as an optional topic and one course required an IPVspecific essay. Other forms of evaluation not identified as IPV-specific were: student and group presentations, online assignments, resource development, journal or reflective exercises, media clip assessment and volunteer work.
Discussion
In Ontario, significant variability exists across program areas regarding the methods for IPV education, its delivery and evaluation. While over 80% of undergraduate allied health and nursing programs provide at least some IPVrelated education, fewer than half of undergraduate medicine and dentistry programs reported providing this kind [27, 29, 37] . The same can be said for other allied health care professionals represented in this sample.
In terms of specific IPV content, all programs providing IPV education reported covering a general overview of the issue, its risk factors, characteristics of victims and perpetrators and information regarding local community resources; this finding is consistent with the literature in this area [27, 40] . The average teaching time spent on these topics across all program areas ranged from one to four hours per year. Some program areas also reported teaching about identifying and responding to IPV. Given the generally limited curricular content (usually < 4 hours), and the fact that many programs reported no formal evaluation (nor in most cases credit or acknowledgement) of what students learned in this area, little is known regarding the uptake of this knowledge and whether or not it influences clinical practice. This lack of rigorous evaluation has been cited as an important gap in knowledge [27, 37] , with the result that evidence-based clinical core competencies for caring for abused women remain unknown [37] .
Significant variability existed in the methods for IPV education delivery in this sample. Across programs, the most common approach to including IPV content in the curriculum was as a required component of a course, or delivery of content through regular or occasional workshops, and less commonly, using distance or online techniques. In terms of what this means for future HCPs, specific cases can be used to illustrate key points. For example, the small proportion of postgraduate medical programs with required IPV education means that only 11% of (4 of 36 responding) programs required medical postgraduate trainees to receive any IPV education. On the other hand, 63% of allied health undergraduate programs had required IPV education. While resourcing and other barriers may explain why some areas lag well behind others in formalizing their offerings in this area, findings such as these highlight the fact that providing IPV content is still generally ad-hoc and informal. Although integrated, longitudinal, multi-disciplinary and experiential approaches to IPV education as advocated by experts in this area [20, 27, 30, 38] may be emerging in some programs, they
are not yet evident, with one exception ii , in Ontario's postsecondary institutions.
The ability to provide content consistently in any area will depend on the availability of expert, or at least knowledgeable, faculty. Program areas reported differing degrees of resource support -including availability of fullversus part-time faculty -for IPV education. Allied health and nursing programs generally reported more material support, including budget to acquire IPV-specific educational materials and access to necessary AV equipment. While our cross-sectional data do not allow inferences regarding whether access to appropriate faculty and resources impacts how IPV education is delivered, this is an important area for further study.
Many program areas, especially medicine and nursing, stated that there are multiple competing core educational interests that may make IPV content less of a priority than other areas. When asked what kinds of factors facilitate IPV education delivery, access to instructors with IPV expertise, opportunities for curriculum renewal and content receptiveness within the department and among learners were key influences. Respondents identified lack of funding and lack of adequate time for IPV content in the curriculum as important barriers. External influences on IPV education included the current political climate within the institution, and more broadly, health care restructuring and accreditation, as well as licensing approval processes.
Results from our review of available curricular documents may shed some light on how 'formalized' IPV content is within these programs. The fact that we received few curricular documents may suggest that IPV content is viewed as a component of more widely ranging courses. This may indicate that it is offered in a less formal and structured way, as also reflected in the common statement from respondents that IPV content is present but not in the form of written, formalized syllabi. However the fact that we received so few documents makes it difficult to provide firm conclusions regarding this issue. These results are consistent with surveys of nursing [31] and medical [30] programs. According to the survey by Alpert and colleagues [30] , 86% of medical school deans reported inclusion of IPV-related content in their curricula, but only 55% of their medical students reported awareness of this topic as part of their courses. The extent to which lack of a more formal curricular status for IPV content may be related to fewer resources and, perhaps, less student focus, warrants further consideration.
Limitations & Future Research
This survey was conducted in one jurisdiction within a publicly-funded health care system, and with the majority of responding programs being from publicly-funded orassisted post-secondary institutions. However our excellent response rate, and the fact that the sampling frame was in fact the entire population of relevant programs, leads us to believe that the results provide a reasonable description of the state of IPV education for students training to be health care providers in Ontario, and that this result is, at least to some extent, generalizable to other Canadian provinces, and perhaps more broadly.
We intentionally included programs that educate students training to be the types of HCPs who are expected -at least in the discourse of the field -to identify and respond to abuse among their female patients or clients. In making these decisions we may have cast the net too widely -in some cases, respondents who indicated "no" to provision of any IPV content also expressed confusion as to why we would be contacting them in the first place. It may be that some such programs felt incorrectly identified -so much so that they did not feel it even appropriate to respond. However, given our selection criteria, this is an interesting observation in its own right: there may be assumptions made among those advocating for how abused women should be cared for in the health sector that are at odds with the actual practices in this sector. This observation requires further exploration to ensure a better match between what advocates and women expect, and what HCPs and the health system are able to provide.
The cross-sectional nature of our research, and its specific focus, leave unresolved many key questions that require further consideration and evaluation. 
Conclusion
The present study highlights the gap between expectations often cited in the IPV literature regarding an active and consistent response to abused women from the health care sector, and the realities of health professionals' educational experiences and preparation. If clinicians are expected to appropriately identify and respond to abused women, they must be provided with relevant education. While this is becoming increasingly available in some areas of primary professional education, it is not yet available to all those in training.
Current literature and expert opinion suggest that health professional training regarding IPV must be multi-faceted, examine key individual and social risk factors correlated with violence and provide insight into special considerations for women of diverse backgrounds and geography [40, 41] . Programs that can be tailored to the practice context may be most likely to succeed [42] . Brief educational interventions, such as short workshops, have generally, with some exceptions [28] , not been shown effective in improving clinicians' recognition of or response to abused patients, though overall knowledge immediately following these interventions does increase [43, 44] . Our findings, consistent with those of others [20, 27, 37] indicate that an integrated approach is rarely the case among the more than 200 programs we surveyed in Ontario. Multifaceted training should provide clinicians with the tools to help women and men understand and where possible avoid the risks for IPV, identify IPV when clinical signs and symptoms are present, and intervene (either directly or through community referrals) with women experiencing it, addressing the acute and chronic physical and mental health effects of violence.
IPV education must also consider the context of clinical work settings and address common barriers to IPV assessment and response. A number of educational resources specific to IPV in health care now exist [45] , with an emerging emphasis on evaluating programs and curricula as they are implemented. For example, Moscovic et al. [46] randomized medical students to receive either didactic training alone or didactic training plus experiential community-based training among medical students and found that those with the added "real-world" experience felt much better prepared to provide clinical care in this area. The use of new media to improve access for students and practitioners also shows promise [47, 48] . Finally, some countries have implemented national level training and evaluation to ensure that clinicians in both training and practice have access to education in this area [49] .
In short, there is hope; if we consider the field of child abuse education, which was similarly marginalized in health professional education just a few decades ago [50, 51] and is now a formal component of most programs [30] , then, as Hamberger [27] 
